the sacrum and coccyx, and in adjacent muscles and soft tissues. It is often associated with anorectal discomfortand occurs more commonly in women", This syndrome usually presents in the fifth and sixth decades and symptoms often persist for many years. Sitting aggravates the pain and it has been surmised that chronic spasm of the levator ani muscles is the causative factor although no supportive evidence for this exists. Further confusion has been added by such pain being described as the 'levator syndrome".
Proctalgia fugax is a well defined syndrome of obscure causation. It occurs more commonly in men than women, oftenbeginning in early adult lifeand ceasingspontaneously in middle life. The pain is particularly common at night. Latterly chronic anorectal pain has been shown to occur in patients with denervation ofthe striated pelvicfloormuscles with and without anorectal incontinence". Nonetheless there is still a residual groupofpatients whosufferanorectal pain and no obviouscause can be offeredas an explanation.
It is possible that a vasculogenic origin for this patient's symptomsmight beresponsible especially when vasculogenic impotence is present. A classification of anorectal pain is shown in Table 1 . Clearly not all patients will be covered by these groups but it offersa rationalization of a multitude ofvague symptoms. Wesuggest that patients with peripheral vascular disease associated with anorectal pain and
Meeting reports

Primary care and referral
Keywords: primary health care; World Health Organization; developing countries; referral This meeting, chaired by Richard Lansdown (Great Ormond Street Hospital, London) brought together two very experienced workers in the field of Third World Medicine and was notable for the incidental insights it shed on the subject rather than for any overall thesis.
Professor K W Newell (who holds the chair in
International Community Medicine at the School of Tropical Medicine in Liverpool) began by outlining certain assumptions which may generally be made about health care. Most countries, he said, agree that access to health care is a human right -though this begs the questions, What degree of access? What kind impotence have pelvic floor ischaemia which mayor may not be exacerbated by defaecation. Considerationofwhether such pain is due to smooth muscle ischaemia is hampered by the difficulties encountered in identifying chronic intestinal angina'', Howeverthe degree of pain experienced by this patient is unlikely to be solely due to smooth muscle ischaemia. Even ifno corrective operative procedure can be performed at least the patient couldbeoffered a soundreason for the pain and not merely labelled as psychogenic. Clearly further work needs to be carried out to investigate the possible relationship between anorectal pain and internal iliac artery blood flow. A critical study ofobstructed arteries. Br J Burg 1981; 68:316-318. (Accepted 11 April 1988) of care? All countries have some kind of health care system, which has usually developed in an ad hoc way out of existing historical realities. There is no universal or ideal model for a health system. Nor is there anyone measure or indicator for comparing one system with another: costs, morbidity rates, consumer satisfaction and so one may be useful for measuring the effect of changes within one system, but in themselves they contain implications about objectives. A further assumption that should be made is that all health care systems are open ended, in the sense that all potential patients can't always have everything they want under any system, however well funded. Trying to introduce equality into the distribution of resources makes no sense, since individual risks and needs vary so much. True equity is, therefore, more often considered to consist in the distribution of resources according to needs. It was, said Professor Newell, the conceptual revolutions of the 1930s and 1940s which led to the establishment of the National Health Service in this country and to comparable systems in other countries. The Royal Society of Medicine itself it was, he said, a bad term, because it was frequently misunderstood, but it has become a code word in the World Health Organization circles -the WHOIUNICEF Alma-Ata Declaration of 1978:
'Primary Health Care is essential health care based on practical, scientifically sound and socially acceptable methods and technology, made universally accessible to individuals and families in the community through their full participation, and at a cost that the community and country can afford to maintain at every stage of their development, in the spirit of self-reliance and self-determination.'
What does this definition actually mean, to the 154 countries currently pledged to institute Primary Health Care? Professor Newell said that the resultant range offailures and successes had, in effect, formed a series of experiments round the world. A basic point that must be grasped is that 'Primary Health Care' is code for an entire system, but is easily confused with 'primary care' which is the initial junction between self or family care and professional advice. However, primary care is the key to the whole, so what should this peripheral tier comprise? Ideally it should be very local, somewhere to call without embarrassment and where the first decision can be taken. Many different names for this first tier had evolved around the world, of which the most celebrated was probably 'bare foot doctor': however, the duties ofthese health workers differed around the world also, and might or might not in any individual case include the treatment of endemic diseases, followup treatment for leprosy or TB, health education, family planning advice, home deliveries and so forth.
Professor Newell stressed that acute emergencies should not be treated at this level, and that additional provision for these was universally regarded as the most important adjunct to primary care, since without this back-up, the primary system fails its consumers. As a rule of thumb guide, one needs a referral system for about 15% of all the problems the primary workers sees, and then of this minority another 15% again may need referring on for more specialized help. The critical figure is not necessarily 15% but it has been found that if much less than this are referred initially then you need a more highly trained professional worker in the first tier who therefore perhaps cannot be purely local. To train such people is more expensive, and it may turn out less satisfying for them, to have been trained in skills they then have little opportunity to use. Alternatively, if a much higher figure than 15% are referred at the initial stage, then the more specialized tiers of that health system become swamped by them.
It was also important, Professor Newell added, to consider just what problems were to be referred. If situations which the consumers themselves saw as emergencies were not treated seriously, then the whole system lost credibility and collapsed. In this sense the design of any system for a particular people was political rather than purely structural.
The second speaker, Dr G Ebrahim (Reader in Tropical Medicine in the Institute of Child Health, University of London), began by endorsing Professor Newell's remarks about the need for primary care to be local, accessible and unembarrassing. He had, he said, personal experience of such neighbourhood health centres in Brazilian {auolas -shanty townswhich the consumers liked because they felt it was all right to go there in dirty old clothes: very few of Journal of the Royal Society of Medicine Volume 82 June 1989 373 them possessed the better clothesthey would havethought suitable for visiting a 'real' doctor or hospital.
Dr Ebrahim went on to say that, in the 1960s, some hundred billion people around the world had been identified as existing below any acceptable level of health care, but that this did not depend only, or even mainly, on the disposable wealth of the relevant countries. Some countries with a low GNP have a good quality health care system and some wealthy countries do not: for example, Sri Lanka, with one fortieth of the GNP of Saudi Arabia, has the same life expectancy rate. SimilarlyCosta Rica appears to get good value for its limited resources. Also China, the 23rd poorest country in the world, has a life expectancy rate comparable with that of eastern Europe; whilethe Indian state of Kerala, fourth from the bottom in the world leaguetable of poverty, has a better life expectancy rate than eastern Europe.
What seemed to count in most of the above quoted cases is (1) the level of female education, (2) the political thrust for this and also for health care, and (3) ease of access to health care. This pattern can be traced back to the history of the developed world also. For instance, in Britain, the dramatic decline in infant mortality in the earlier decades of the 20th century was presumably due to better education and facilities since it actually preceded the major drug discoveries that are popularly regarded as having been so life saving.
There were, said Dr Ebrahim, several different components in health care success: in the first case policy formation, then the practical implementation of this and finally the means by which the service was delivered. It had been found that social activitieswomen's clubs and so forth -needed to be woven in with the actual delivery of services. He sketched a 'basic module' hospital, consisting of inpatients, outpatients, emergency and maternity units, and made the point that to this could then be added one particular local speciality according to need -a TB or a leprosy ward perhaps. Then, if more money became available, a mother-and-child health module could be added, plus a social module such as a parents' club and a nutrition advice centre. And after that perhaps a data gathering unit, linking with other centres elsewhere. He stressed the importance of clear and careful management at every stage.
At question time enquiries centred on the lessons, if any, that Britain could learn from the Third Worldthe declared purpose of the evening. Professor Newell said that some of the WHOs failures -e.g. the amount of money poured into a massive malaria eradication programme in the 1960s -had focused attention on Primary Health Care as a better use offunds, and that there had been a message here for the developed world also. But our own health visitors, Macmillan Nurses and so on were more specialized than the omnipurpose peripheral workers of the Third World; they were not whole population based. Perhaps, he said, we should take another look at the old style District Nurses? Dr Ebrahim commented that many practices, such as the use of auxiliaries and lay assistants, had been 'planted as seedlings' in under-developed countries in their colonial days and then developed later {aut de mieux. But this was a two way process and some of these ideas, such as the use of traditional birth attendants, might well be imported back into our world.
There was some inconclusive discussion about funding health care, and the point was made that the community having some say in the use of resources may also imply it taking some responsibility in providing those resources. Professor Newell remarked that we talk of health care as a 'right' but that if it is taken over by the state it is not a sensitively responsive system. Alternatively user-charges can be good or bad -it depends what they are used for and what the user wants. An overall view would suggest that no health care intervention is as important as a basic attack on absolute poverty.
Lady Lovell Davies pointed out that here attention to the consumer's wishes means greater choice which, in turn, tends to lead to greater fragmentation. Professor Newell said that consumerism in the Third World did not imply that, since resources were often Health promotion and health education Keywords: health education; health promotion; developing countries
The notice that went out to announce this meeting, another in the series on what can be learnt from practice in other countries, went as follows:
.'While health education has always been carried out by health professionals in the UK it has only recently been fully recognized that the National Health Service has a central role in promoting health and in preventing ill-health. This implies much greater collaboration between all parts of the health service and other disciplines such as education, as well as lay and voluntary groups.'
The two main speakers, and the discussants who followed them, addressed themselves to the question of what we could learn from initiatives in other countries in this area. Both gave clear, detailed accounts of certain programmes and their talks, along with the discussion that followed, allowed those present to gain a good picture not only of what can be done but also of some of the weaknesses inherent in any work of this nature.
From the chair, Dr Zarrina Kurtz introduced the first speaker, Dr K Vuylsteek (Emeritus Professor of Social Medicine at the University of Ghent). He began by pointing out that the distinction between developed and developing countries that is often made in any discussion of health care may not be relevant in this case, since many developing countries are more advanced than some in Europe.
He went on to describe a project that was the result of a joint initiative from the Health Division of the Council of Europe, the EC and the World Health Organization. It sprang from anxiety about drug dependency and focused on encouraging people not to take to drug abuse in the first place, using community networks as media for education rather than the more narrow confines of formal educational institutions.
Not only was the network wide, so was the message, since it was felt wise to embed the persuasion about drugs in a broad programme of general health. A guide, produced in Strasbourg in 1984, was evaluated limited anyway: no one necessarily has a right to what he wants. Different societies have different priorities and make different choices. Dr Ebrahim endorsed this, saying that market forces are not necessarily benevolent.
Dr Staunton (an Army GP) referred to Alan Maynard's work on 'quali' measurement and asked if decisions about this had in fact been made in developed countries for some time? Both speakers agreed that this was so, but thought that the process was one of social evolution rather than rational analysis.
Gillian Tindall (Accepted 23 January 1989) in pilot projects carried out in several member states, from Finland in the north to Spain in the south and from Greece in the east to Ireland in the west. A characteristic of these projects was that they involved local grass roots participation from the outset; so often such ventures fail because they are imposed from above.
All the projects begun within this framework have continued, to become sources of expertise in their own countries. The original Guide has been shown to stand up to use, it is being re-written but the fundamental principles of the original have remained unaltered. Particularly encouraging was the way that participants learned to value international cooperation. There is now a real challenge for Europe: the need to develop 'a long lasting, progressively extending' programme.
Dr Deryk Lambert (from the Health Education Authority) discussing Professor Vuylsteek's presentation, noted that the strategy he described was, when introduced, unique in that previous work had been from the top down. Health promotion is a positive view of health education, seeking to succeed by enhancing people's self esteem, by ensuring community support, by emphasizing the need for inter sectorial cooperation (health education is not the province of anyone discipline) and by acknowledging that health professionals have their needs as well as anyone else.
The questions that followed these two contributions illuminated some of the complexity of the topic and some of the frailties of what had been discussed. The decision not to target drug pushers was not made by the programme planners since this was a political matter. The programme was not evaluated in terms of changes in drug abuse, its prime target, since this is too difficult a task, what was evaluated was the process of the programme itself.
Dr Gill Walt (Senior Lecturer at the London School of Hygiene and Tropical Medicine) was the second main speaker. The problems facing developing countries seem to many to be insurmountable. Preventable conditions continue to take their toll, there is a 'tidal wave' of AIDS and resources are meagre.
There are big differences between countries, differences which can be subsumed within a framework of two transitions: one epidemiological, the other related to communications. In some countries the
